DISCUSSION.
The PRESIDENT: As Sir StClair Thomson has put this case down as fusiform dilatation, and has not used the terris " achalasia," " cardiospasm," or " atony of walls," we should, in the discussion, keep to the clinical side. I hope that in the course of the Session cases of this class will be specially considered some afternoon, when members will have an opportunity of expressing opinions as to the eatiology.
Professor SHATTOCK, F.R.S.: The whole interest of this case lies in the fact that the interior of the oesophagus is coated with oidium. The subject of cesophagectasis was so fully discussed last year, in the Medical Section, that I hardly think it can be necessary to go into the matter again now.
Sir STCLAIR THOMSON I shall be glad to leave out what might complicate the discussion, as to why the cesophagus is dilated, whether it is the consequence or the cause of the OQdium albicans. But the comfort of the patient is a consideration, and this patient has come up twice from Southampton to be cured, and I have failed! Therefore I shall welcome any suggestions. A physician suggested that the oidium occurs in the mouth -when there is an excess of alkalinity. Therefore we washed out this case with dilute hydrochloric acid, and we have used boric acid, peroxide, and -painted it with nitrate of silver. She has had the condition since April.
Dr. DAN McKENZIE: I should be inclined to see what would be the effect of a piecemeal removal of the accessible part of the fungus, followed by a -rubbing in of some such substance as tincture of iodine. I have seen such a condition in the pharynx of adults not infrequently, but usually in persons who were dying. In them one noticed that it produced a peculiar interference with swallowing. It was obvious that the growth had made its way amongst the muscular fibres in the neighbourhood, producing, no doubt, an interference with muscular movement. The dysphagia in this case may be of that nature.
Mr. MARK HOVELL: I have never seen a case similar to this one. I think a remedy of a penetrating nature is required. For that reason I would try collosol iodine, or collosol silver, or collosol copper, locally. CoIlosol iodlne and collosol argentum is made up in suppositories, and these could be passed down to and lodged in the cesophagus, and being non-toxic are quite harmless; 2 to 4 dr. by the mouth is a dose. If that did not succeed, I should try a germicide solution, such as cyllin.
Mr. HERBERT TILLEY: Before trying ionization, I should advise the free 2application of a weak solution of sulphurous acid: it seems very effective in -the destruction of various forms of "mould."
The PRESIDENT : Do members think the two conditions here are related, -that is, is not the oidium accidental? I have met with the oidium in the gullet on several occasions, but not always associated with fusiform dilatation. I would be inclined to treat the fusiform dilatation first and see whether the oidium did not afterwards disappear. The treatment I have employed for the underlying affection, the so-called cardiospasm, has been dilatation of the cardiac end of the gullet. This has occasionally effected striking benefit, patients who were practically invalids having been restored to perfect health, and others having been improved for six months, or a year, when the dilatation had to be repeated; only in a few cases has no improvement been obtained. The instrument used was Gottstein's dilator, the bag of which is distended by pumping in water. Other dilators are on the market-e.g., Briinings' and Plummer's.
Dr. JOBSON HORNE: We have got somewhat off the line in attaching so much importance to the oidium, and so little to the stricture. Does Mr. Shattock consider the oidium a causative factor, or is it merely a coincidence?
Professor SHATTOCK, F.R.S.: I entirely agree with the President that the growth of the oidium or Blastomyces albicans is a pure epi-phenomenon: that it is not causally connected with the dilatation of the aesophagus. It occurs, probably, -from some accidental infection having taken place in a passively dilated tube. As to the depth to which growth penetrates, I must protest against assuming that in this case it penetrates into the muscular wall of the cesophagus. I believe the growth is confined to the mucosa, and dilatation of the cardiac orifice would probably cure the infection. The fungi of proper blastomycotic granulomata belong to a different species from that of common thrush.
Sir STCLAIR THOMSON (in reply): I agree the case might form the basis for a much larger discussion. I do not know what to dilate, because, although the cardiac end of the cesophagus will not let food through, yet there is no obstruction. You have seen how the patient can herself pass a feeding-tube.
We cannot get forward with the treatment until we are agreed as to the pathology. Is this a spasm of the cardiac end, or atony of the cesophageal muscles. Am I to dilate the cardiac orifice, or stimulate the constrictor peristaltic muscles ? I will try to do both, and report. (November 2, 1917.) Epithelioma of the Ethmoidal Labyrinth; Lateral Rhinotomy;
Removal. 
